able to understand what the intrusion ofdisease means to a patient's personal and professional life, and will then be able to use their particular professional skills to offer advice and support.
There is abundant evidence to show that the majority of patients with cancer prefer to talk about their disease, and the burden of proof has now moved to those who say 'None of my patients want to know', to demonstrate how lack of communication benefits anyone.
Problems still arise when the consultant, as a matter of principle or routine, does not wish to involve patients in decisions, or wishes them to remain in ignorance, or has deliberately misinformed them. Whether or not to be party to this conspiracy of silence or deceit raises many difficult professional and ethical issues.
On the other hand, where doctors, nurses and other health professionals are working together as a team with patients and their families, communication at all levels becomes accepted as part of patient care. Although it is up to the patient to decide with whom he wishes to discuss his problems, nurses, knowing the information being imparted to the patient from a variety of sources, can help him to assimilate this knowledge and correct any misinterpretation. A multidisciplinary approach in which the informed patient works with the health team to combat his disease is a most effective form of clinical management for patients with cancer. postoperative adjustment of patients with breast cancer
Tina Morris BA
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Patients with cancer, particularly those treated by major surgery, have to adjust t9 the obvious physical effects of the treatment as well as to the disease itself. The problems they may encounter are particularly well illustrated by women with breast cancer treated by mastectomy, and there is an extensive literature on their psychological adjustment and rehabilitation. Studies fall broadly into three groups: (1) those concerned with the extent of psychological and social morbidity in newly diagnosed cancer patients and in patients following mastectomy;
(2) those searching for indices of vulnerability which might serve to distinguish the cancer patient who fails to adjust from the one who resumes her former activities with vigour and determination; (3) those suggesting ways in which patients might be helped to adjust, either by the creation of additional services, or within the framework of the present services.
Extent 0/psychological and social morbidity
Studies of both newly diagnosed cancer patients and patients who have had mastectomy are relevant since the breast cancer patient must adjust to the idea that she has a potentially fatal disease, and to a disfiguring change in her body. Most research on this topic has unfortunately not compared the incidence of symptoms in mastectomy patients with that in control subjects of the same age, although there are some recent exceptions (Morris et 01. 1977; Maguire et al. 1978) . The areas of morbidity examined include psychiatric symptoms, especially depression, sexual, and work difficulties. From a variety of studies, using various methods, and of variable merit, it seems that 1-2 years after diagnosis and primary treatment for breast cancer, between 11% and 25% of patients will be moderately/severely depressed (compared with 8-10% of controls); between 8% and 35% of patients will have an impaired sex life; and 27-29% of patients will not have resumed their working role.
Indices ofoulnerability
An important task for the clinician is to detect patients who, following treatment, have not 014I-0768/80/030215-o2/S01.00/0 resumed their former life-styles so that he can offer, or refer them for, further help. Brown's study of depressed women (Brown et al. 1975) has demonstrated that the possession of certain vulnerability factors results in increased likelihood of depressive illness with the occurrence of stressful events. Comparisons have been made between patients who had adjusted well and those who had adjusted badly to try to identify indices of vulnerability which could give prior warning of patients at high risk. A number of factors have been identified, some being derived from psychological questionnaire scores, some from the patients' social network and activities. In summary, it seems likely that patients who fare badly may well have interlocking difficulties, and that the clinician should be alert at the time of diagnosis to those who are pessimistic or highly anxious, to those who have few intimate relationships, and to those who have nothing to do.
Promoting adjustment
Patients can be helped with their psychological adjustment in two ways: by the practice of good routines, so that all patients are helped to resume their former life-styles as rapidly as possible; and by the early recognition of those who need additional help.
The first good routine is the provision of information to the patient and those close to her so that they are not left in unnecessary uncertainty. The now very extensive literature on communicating a diagnosis of cancer has been ably reviewed by McIntosh (1974) . Brewin (I 977) makes the point that communicating a diagnosis is not a 'once and for all' action on the part of the clinician, but should be an integral part of the relationship between him and the patient, expressed by the care the physician gives her, changing as the clinical situation changes. Perhaps the most compelling reason for ensuring that the patient has as much information as she wants is that given by Trachtenberg (I972), who suggests that a patient who is not given information remains an isolated 'outsider' in her own treatment, a child who cannot be party to important decisions.
The second good routine is, in Cobliner's (I977) apt phrase, 'anticipatory guidance'. Cobliner suggests that the surgeon, through his experience with many patients with the same problems, should be able to anticipate some of the common difficulties which might arise, if unvoiced. It is particularly important to anticipate difficulties in the emotional and sexual areas because these are least likely to be mentioned, and the same applies also to problems with the prosthesis.
The recognition of those who may need additional help, the pessimistic, the anxious, the lonely and the bored, may be achieved by a little encouragement to say how life is going. Weisman (1976) recommends the use of a few open-ended questions, such as 'how do you feel in yourself?', 'how is the sexual side going?'. From the studies quoted, 7 out of 10 patients will cope without additional help, so the surgeon need have no fear that he will open the gates to' a great tide of human misery. Plumb & Holland (1977) , in a study of 97 inpatients having chemotherapy for advanced tumours, found that, even with this group, 'the self esteem of most cancer patients was relatively intact'. They distinguish between vegetative depressive symptoms, such as weight lossand lassitude, which in cancer may be symptomatic of advanced disease, and nonsomatic symptoms, such as sadness, pessimism, suicidal ideas, guilt, social withdrawal and sense of failure. The authors argue that patients who manifest symptoms of the latter type are suffering from psychiatric illness and should be treated as such, by means of antidepressant drugs or referral for psychotherapeutic support. Symptoms which seriously affect interpersonal relationships and cause anguish need psychiatric treatment for they are symptoms of stress and not of cancer.
It is clear that most patients recover remarkably well from traumatic experiences such as mastectomy and diagnosis of cancer. It is also clear from studies cited here that inability to return to a previous life-style or clinical symptoms of depression are not 'natural' responses even to an event as threatening as the diagnosis of cancer, whatever the prognosis. Creating a milieu where patients feel able to voice their fears will enable doctors to recognize as rapidly as possible patients who need additional help in resuming their former life-styles.
Psychological consequences of childhood leukaemia G P Maguire MRCpsych DPM
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It is now established that life-events characterized by the threat of serious loss, and uncertainty if and when this loss will occur, are likely to be associated with the development of psychiatric problems (Brown et 01. 1975 , Cooper & Sylph 1973 . The diagnosis of acute leukaemia in a child represents this kind of event for the parents. In addition to the threat of death the situation is compounded by the distressing side-effects of treatment such as vomiting, weight gain, hair loss or mouth ulcers, which may affect up to half of treated children. The need for repeated visits to hospital, sometimes many miles away, may also increase the strain imposed on the parents. It is not surprising therefore that recent studies (Kaplan et 01. 1976, Maguire et 01. 1979) have found a high psychiatric morbidity among the parents.
Depressive illnesses or anxiety states, necessitating psychiatric treatment, have been found in 20-30% of parents of children with leukaemia; and this proportion is similar in families with a surviving well child and in those where the child has died. It was found that many fathers appeared to be using alcohol to tranquillize their distress, and psychosomatic disorders were common. About a quarter of the mothers experienced chronic sexual problems, and one in five of the couples had developed marital problems, with some husbands feeling neglected because of the time mothers spent with the sick child, and some mothers feeling resentful that their husbands did not share the burden of care.
The affected children themselves are liable to behavioural problems such as temper tantrums, soiling and school refusal. Howarth (1972) found that 42% of leukaemic children were so affected compared with 8% of children with benign disease. These problems may result from the disease, from the treatment, or from changes in the parents' behaviour, since at least one-third of parents relax discipline, in order to give the child a remaining life as free from unpleasantness as possible. The understandable worry that parents have about the sick child may lead them to neglect the healthy siblings, up to half of whom may also develop behaviour problems (Binger et 01. 1969; Kaplan et 01. 1976), Yet, as with the parents, these problems are not usually detected or treated by those involved in the child's care.
Since the families of children with leukaemia do appear so much at risk for developing serious emotional problems, and since so few are treated appropriately, there is an urgent need to consider ways of improving this aspect of care. Provision of counselling, together with systematic monitoring of the emotional wellbeing of families, especially in the first few years of treatment, would be a major advance. Such counselling could be provided for groups of parents (Heffron et 01. 1973) or for the whole family. Volunteer counsellors who have themselves had or have a child with leukaemia could be enlisted, although experience of their use in general programmes suggests that they would have to be carefully selected and trained (Kleiman et 01. 1977) . Possibly a better method would be to use a specially trained nurse or social worker (Foley & McCarthy 1976) to provide advice and counselling to the family. She 0141-0768/80/030217-0 I/SO1.00/0 ,
